Although a number of operative procedures have been already reported to prevent cosmetic and functional complications following fronto-temporal craniotomy, little has been analyzed concerning the limitation of mouth opening due to the atrophy, fibrosis and contracture of the temporal muscle. Our focus was placed on the changes and degrees of maximum postoperative mouth opening day by day following fronto-temporal craniotomy. We evaluated the efficacy of newly modified craniotomy (n 17) compared with the previous conventional one (n 14).
Reflecting the scalp flap in the subgaleal layer, tailored incision of the pericranium and fascia was performed in Z-shaped manner, incision of fascia is locating along the superior temporal line and parallel to the scalp incision and incision of pericranium on the frontal bone. B: Two triangular flaps were made by the reflected temporal fascia and pericranium, and the pericranium on the frontal bone was providing optimal anchors when approximating the dissected temporal muscle. C: The temporal muscle was well separated from the zygomatic process and temporal fossa and no muscle incision was necessary.
Routine fronto-temporal craniotomy using 3 burr holes was performed. B: Z-shaped cutting edges of the pericranium were utilized to sew firmly up the temporal muscle. C: Z-shaped incision was completely restored in the original position following approximating the muscle, fascia and pericranium. Fig. 3 Concerning maximum mouth opening following the newly modified fronto-temporal craniotomy in comparison with the conventional one, the former was apparently superior to the latter around 2 or 3 postoperative months with statistical significance (P* 0.05).
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